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Abstract
Objectives
Hot environmental conditions can result in a high core-temperature and dehydration which
can impair physical and cognitive performance. This study aimed to assess the effects of a
hot operating theatre on various performance, physiological and psychological parameters
in staff during a simulated burn surgery.
Methods
Due to varying activity levels, surgery staff were allocated to either an Active (n = 9) or Less-
Active (n = 8) subgroup, with both subgroups performing two simulated burn surgery trials
(CONTROL: ambient conditions; 23±0.2˚C, 35.8±1.2% RH and HOT: 34±0˚C, 28.3±1.9%
RH; 150 min duration for each trial), using a crossover design with four weeks between tri-
als. Manual dexterity, core-temperature, heart-rate, sweat-loss, thermal sensation and alert-
ness were assessed at various time points during surgery.
Results
Pre-trials, 13/17 participants were mildly-significantly dehydrated (HOT) while 12/17 partici-
pants were mildly-significantly dehydrated (CONTROL). There were no significant differ-
ences in manual dexterity scores between trials, however there was a tendency for scores
to be lower/impaired during HOT (both subgroups) compared to CONTROL, at various
time-points (Cohen’s d = -0.74 to -0.50). Furthermore, alertness scores tended to be higher/
better in HOT (Active subgroup only) for most time-points (p = 0.06) compared to CON-
TROL, while core-temperature and heart-rate were higher in HOT either overall (Active;
p<0.05) or at numerous time points (Less-Active; p<0.05). Finally, sweat-loss and thermal
sensation were greater/higher in HOT for both subgroups (p<0.05).
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Conclusions
A hot operating theatre resulted in significantly higher core-temperature, heart-rate, thermal
sensation and sweat-loss in staff. There was also a tendency for slight impairment in manual
dexterity, while alertness improved. A longer, real-life surgery is likely to further increase
physiological variables assessed here and in turn affect optimal performance/outcomes.
Introduction
Over 1.1 million people worldwide each year are affected by burns, with 70% of hospitalisa-
tions requiring surgery [1]. During a burn surgery, it is common practice to maintain the
ambient temperature in the operating room (OR) between 30–40˚C [2] so to prevent patients
experiencing inadvertent intraoperative hypothermia (core temperature: Tc<36˚C [3]), a phe-
nomenon that occurs frequently in elective surgeries [4]. The negative effects of inadvertent
hypothermia during surgery affect almost all aspects of the post-operative course from patient
recovery time to cardiac morbidity [5]. Consequently, maintaining the OR at a high ambient
temperature during burn surgeries enhances the likelihood of better outcomes for the patient
[6].
An issue related to staff working in a hot surgical environment is that heat exposure (com-
bined with physical activity) can raise an individual’s Tc above the normal resting level of
~37.0˚C [7]. While a slight increase in Tc (to ~37.5˚C), as a result of a warm-up, has been
found to improve subsequent physical/exercise performance [8], hyperthermia can occur at a
Tc of ~38˚C, which can result in heat strain [9] and impaired subsequent exercise performance
[10]. Further, a Tc>39.4˚C is associated with heat illnesses [11], impaired central nervous sys-
tem motor drive, reduced force output [12] and premature fatigue during exercise [13]. More-
over, an increase in Tc during hot environmental conditions leads to an increase in sweat loss,
which can result in dehydration [14]. Notably, dehydration of�2% of body-mass has been
reported to impair: exercise performance [15]; concentration; routine mental work capacity;
arithmetic ability; and short-term memory [16–17]; compared to a hydrated state. These are
important considerations for surgical staff regularly faced with complex scenarios when work-
ing in an OR. Furthermore, clothing worn by staff during burn surgeries typically consists of
multiple layers, with minimal skin exposed. This combined with minimal air flow, due to fans
not being used in a burns OR due to their association with a greater risk of surgical site infec-
tion [18], can result in an increase in Tc and greater sweat loss [19].
Of relevance are the effects of working in a hot OR on physical and psychological parame-
ters in staff. Specifically, manual dexterity plays a critical role in a surgical environment due to
the important role of the hands when performing surgical manoeuvres and in the manipula-
tion of surgical equipment [20]. To date, no studies have assessed manual dexterity perfor-
mance (Purdue pegboard test) in heat compared to a normothermic environment, suggesting
that further studies are needed here. Furthermore, a high level of alertness is of extreme impor-
tance in surgical staff where physical and cognitive performance play important roles in rela-
tion to patient outcomes. Importantly, while subjective alertness scores (visual analog scale)
have been reported to improve over the course of a day due to a natural increase in Tc that
occurs as a result of circadian rhythm (37.8 vs 36.8˚C: [21]), other studies have reported
impaired alertness associated with hot ambient conditions whilst driving [22] and exercising
[23], with Tc values in these studies not assessed/reported.
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To date, only two studies have investigated the effects of high ambient OR temperatures on
surgical staff. Hakim et al. [24] examined the effects of varying OR temperatures (21˚C, 23˚C,
26˚C: 30 min per trial) on clinical and cognitive performance in OR personnel (6 men, 16
women) using a psychomotor vigilance test device (assesses response speed to a visual stimu-
lus) and self-report questionnaires, with the duration between trials not reported. These
researchers found no difference in reaction time scores between the three trials but found that
self-reported performance scores and physical demand and frustration were significantly
higher in the warmer OR (26˚C) compared to the other two trials. Further, Berg et al. [25]
assessed the effects of high ambient OR temperature (26˚C) compared to 19˚C on surgical per-
formance (peg-transfer and knot tying tasks) and cognitive stress (Surgical Task Load Index)
in OR staff (21 males) during a simulated laparoscopic surgical task (30 min duration). No sig-
nificant differences in surgical performance were reported between the two trials, however in
the warmer trial, levels of physical demand and distractions were reported to be greater [25].
Importantly, burn surgeries typically last longer than 2 hours [26] and are conducted at tem-
peratures between 30–40˚C [2], suggesting that the findings by Hakim et al. [24] and Berg
et al. [25] are not true reflections of what occurs in a typical burn surgery. Further research is
needed to determine the effect of a hot environment (30–40˚C) over a longer surgery time
(>30 mins) on OR staff working during a burn surgery.
Therefore, the aim of this study was to assess the effects of a high ambient OR on manual
dexterity, alertness, thermal sensation and physiological parameters in staff during a simulated
burn surgery (150 mins duration), compared to normothermic ambient conditions. As surgery
staff include those who stand and move for the entire surgery, compared to some staff who
generally remain seated, it was decided to allocate staff to either an Active or Less Active sub-
group as higher activity levels can increase Tc and heart-rate compared to lower levels ([27]
see Methods for more detail). It was hypothesised that a surgery performed in a hot OR would
result in: improved alertness; higher thermal sensation, Tc and heart-rate; greater sweat loss;
and impaired manual dexterity in the Active subgroup, compared to surgery performed in a
normothermic environment.
Materials and methods
Participants and overview of the study
Surgical and hospital staff (n = 17, [male = 8, female = 9], staff characteristics provided in detail
later), consisting of surgeons (n = 4), scrub nurses (n = 6), anaesthetists (n = 3), anaesthetist
technicians (n = 1), physiotherapists (n = 2) and an occupational therapist (n = 1) were
recruited from Fiona Stanley Hospital, Western Australia, for participation in this study. Par-
ticipants volunteered to attend either the initial surgery simulation (CONTROL; 23±0.2˚C, rel-
ative humidity [RH] 35.8±1.2%) held on day 1/week 1 (n = 5, males = 3, females = 2) or the
second trial (HOT; 34.0˚C, 28.3±1.9% RH) held on day 4/week 1 (n = 12, males = 5, females =
7) based on their work availability. Participants worked in the opposite ambient conditions
(crossover design) exactly four weeks later (an attempt to minimize any confounding effects of
the menstrual cycle) on the same day (i.e., day 1/week 4 and day 4/week 4) and at the same
time as the first trials. Furthermore, as higher levels of physical activity result in a higher
metabolism and an associated increase in Tc and heart-rate compared to resting values [27], it
was decided to allocate staff to one of two subgroups based on each staff member’s expected
activity levels. Staff who anticipated to be standing for the majority of surgery time (approx
�75%) performing active tasks were allocated to the Active subgroup (four surgeons, four
scrub nurses and an anaesthetist technician; average age 36.0±9.1 y, height 167.0±6.3 cm,
body-mass 68.8±14.4 kg), while those who were expected to be seated for the majority of
Effects of a hot operating theatre on physiological parameters and performance during burn surgery
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surgery time (approx�75%), performing minimal activity were allocated to the Less-Active
subgroup (two physiotherapists, three anaesthetists, two scrub nurses and an occupational
therapist; average age 35.1±4.3 y, height 175.3±8.9 cm, body-mass 83.7±18.0 kg). This alloca-
tion was agreed upon by three senior medical staff (>20 years experience in burn surgeries),
with standing time and activity levels of participants later confirmed by researcher observa-
tions during the simulations. Fig 1 provides an overview of the study.
Participants were recruited during June, 2018, while the study was conducted from July to
August, 2018 (winter months) in Perth, Western Australia where average temperatures ranged
between 8.7˚C to 18.9˚C [28]. Therefore participants were unlikely to be heat acclimatised, an
effect known to improve physical performance in hot environments. In addition, question-
naires regarding previous heat exposure (i.e., surgical environments/recent holidays in hot cli-
mates) were answered so to check for any prior acclimatisation/acclimation (none were
found). Participants wore the same clothing for each simulation (scrubs, surgical gowns,
enclosed shoes, gloves, hair nets, aprons and face shields if required) and replicated their food
and fluid intake, as well as physical activities undertaken for the 24 h period prior to each sim-
ulation (based on 24 h food and activity diaries kept by each participant). Prior to starting the
trials, all participants were provided with the details of the study and gave their informed con-
sent, with ethical approval granted by the Human Research Ethics Committee of the Univer-
sity of Western Australia (RA/4/20/4520) and the South Metropolitan Health Service Human
Research Ethics Committee (PRN RGS0000000833).
Familiarisation session
Participants attended a familiarisation session approximately one week prior to their first sim-
ulated surgery. Anthropometric measurements including height (cm) and body-mass (kg)
were assessed and participants were given a food and activity diary to complete for the 24 h
period prior to the first surgery simulation. Participants were also provided with a Tc capsule
(CorTemp, HQ Inc., Palmetto, USA) to ingest eight hours prior to the simulation (as per man-
ufacturer’s instructions). Participants then completed the Purdue Pegboard test (used to assess
manual dexterity). Further, as Tc is affected by menstrual cycle phase [29], female participants
provided information on their menstrual cycle patterns (i.e. first day of last menstrual period
and length of menstrual cycle) and the type of contraception they were using at the time of the
Fig 1. Overview of study design.
https://doi.org/10.1371/journal.pone.0222923.g001
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study (i.e. pill, intra-uterine device [IUD] or none) in order to determine which menstrual
cycle phase they were in during each simulation.
Surgical simulation protocol and variables assessed
Upon arrival to each simulation, a urine sample was collected (mid-stream in a sterile con-
tainer approximately one hour prior) to determine individual urinary specific gravity (USG)
for hydration status assessment. Indices for hydration status were taken from a study by
Kavouras [30] where USG scores <1.010 represented individuals who were ‘well hydrated’,
scores between 1.010–1.020 represented ‘minimal hydration’, scores between 1.021–1.030 rep-
resented ‘significant dehydration’, while scores>1.030 represented ‘serious hydration’. Next,
nude body-mass was measured to the nearest 0.1 kg using a digital platform scale (SOEHNLE,
Style sense comfort 100, Germany). Participants were then fitted with a heart-rate monitor
(Polar RS400, Finland) and entered the OR where all baseline measures (Tc, heart-rate, manual
dexterity, thermal sensation and alertness) were assessed at varying intervals (details provided
later).
While the surgical simulation ended after 2.5 h, the actual surgical task was designed to last
for ~3 h. This earlier termination time ensured that all staff were actively involved in their
given tasks for the duration of the simulation. The surgical simulation was designed to repli-
cate a surgery of a patient with burns to 20% of their total body surface area (burns to the face,
arms, legs and the abdomen; first simulation day 1/ week 1) or 40% of total body surface area
(face and arms but a greater proportion of burns to the legs and abdomen; second simulation
day 4/ week 1). The difference in burn surface areas between days was designed to cater for the
larger surgical team (n = 12) participating during the second simulation compared to the
smaller team involved with the first simulation (n = 5). The simulations performed four weeks
later were of the same design to the first simulations in respect to burn surface areas and loca-
tion of burns, but with some minor adaptations, meaning that no two surgeries were exactly
the same but required similar surgical skills, effort and attention. An anatomically correct
mannequin typically used as the ‘patient’ in medical training was used during the simulations
and was surgically dressed previously by an experienced burn surgeon (>20 y experience in
burn surgeries) with different coloured bindings representing different degrees of injury, with
each layer related to the layers of the skin removed serially to mimic a real life surgical proce-
dure. During the simulations, the participants fulfilled their usual surgical and hospital roles
and responsibilities within the OR in order to create a real-life scenario. Once all the initial
baseline measurements were made, no fluid or food were ingested, nor were any toilet breaks
taken until after the final measurements were recorded at the end of each surgery simulation.
The Purdue Pegboard test (Model 32020, J.A Preston Corporation, New York; [31]) was
used to assess fine manual dexterity of the hands and involved placing as many pins (one at a
time) into a row of holes in 30 s, first using the dominant hand (30 s) and then the non-domi-
nant hand (30 s) with a break in-between hands of ~5 s. Test-retest reliability assessment of the
Purdue Pegboard task performed prior to the study (n = 10) resulted in a typical error (TE)
score of ±0.5, with a coefficient of variation (CV) of 3.1% for the dominant hand scores and a
TE of ±0.7 (CV: 4.4%) for the non-dominant hand.
Thermal sensation was rated using an 8-point scale (0 = unbearably cold to 8 = unbearably
hot; [32] while alertness was rated using the 7-point Stanford sleepiness scale (1 = no longer
fighting sleep, sleep onset soon, having dream like thoughts to 7 = wide awake, vital, alert or
feeling active; [33]). All measures were assessed at the start and end of the surgery simulation
(0 and 150 min marks). Further, Tc and heart-rate were measured every 15 min during the
simulation, while manual dexterity and thermal sensation were assessed at every 30 min
Effects of a hot operating theatre on physiological parameters and performance during burn surgery
PLOS ONE | https://doi.org/10.1371/journal.pone.0222923 October 16, 2019 5 / 15
interval of the simulation. On completion of the simulation, participants exited the OR,
removed all clothing, heart-rate monitors and watches, towel dried and nude body-mass was
re-measured to determine sweat loss which was calculated as: pre nude body mass–post nude
body mass.
Statistical analysis
All statistical analysis was conducted using IBM SPSS statistics version 20.0. Mixed /split plot
two way ANOVAs were used to analyse differences between subgroups (Active and Less
Active). Further, two-way repeated-measures ANOVAs were used to analyse differences
between physiological variables (Tc and heart-rate), as well as the performance variables (man-
ual dexterity, thermal sensation and alertness) between Active (HOT) versus Active (CON-
TROL) and Less-Active (HOT) versus Less-Active (CONTROL), across the four simulations
at each time point as described in the Methods section. Paired samples t-tests assessed USG
and sweat loss. Where main or interaction effects occurred, follow-up post hoc comparisons
using Bonferroni adjustments and paired sample t-tests were used. Statistical significance was
accepted at p� 0.05 for all variables. In addition, inferential statistical analysis was performed
using Cohen’s d effect sizes (ES; [34]) with only moderate and large (�0.5) ES reported. Mean
difference ± 95% confidence intervals (CI) were also calculated to assess the magnitude of
these differences. All values are expressed as mean ± SD.
Results
Environmental conditions were 34±0˚C, 28.3±1.9% RH for the HOT trials and 23±0.2˚C,
35.8±1.2% RH for the CONTROL trials. There was no significant order effect for manual dex-
terity performance (p>0.05) over the two trials. Of the nine female participants, one reported
being on the contraceptive pill (28 day Chelsea-35 ED, monophasic), one participant was post-
menopausal, three used an IUD (natural menstrual cycle is generally unaffected by the pres-
ence of an IUD and remains ~28 days in length; [35]), while four participants were not using
any contraception. Of these four, only one was calculated to have a differing menstrual cycle
phase for the second simulation (luteal) compared to the first simulation (menstrual phase).
Of relevance, there were no significant differences or moderate to large ES between trials
(HOT and CONTROL) for either subgroup (Active and Less Active) for baseline Tc values.
Active and less-active subgroup results and synopsis
Prior to the main analyses (i.e. HOT [Active] versus CONTROL [Active] and HOT [Less-
Active] versus CONTROL [Less-Active], Tc and heart-rate values were compared between
staff allocated to the Active and Less-Active subgroups.
In respect to Tc, there were no interaction effects (p>0.05) for either trial. However, in the
CONTROL trial, Tc in the Active subgroup increased by 0.29±0.45˚C from baseline to peak
Tc (135 min mark, d = 0.88 [-0.13, 1.80), yet decreased in the Less-Active subgroup by
0.04±0.30˚C from baseline to peak Tc (135 min mark). Further, Tc was higher in the Active
compared to the Less-Active subgroup at 120, 135 and 150 min (d = 0.60 [-0.4, 1.54] to 0.77
[-0.25, 1.72]). During the HOT trial, Tc increased over the course of the simulation by
0.37±0.32˚C in the Active subgroup and by 0.33±0.26˚C in the Less-Active subgroup, with Tc
being higher in the Active subgroup for every 15 min interval recorded from 30 min to 150
min (d = 0.55 [-0.45, 1.49] to 1.02 [-0.04, 1.97]). In respect to heart-rate, there was no interac-
tion effect between subgroups (p>0.05) for the CONTROL trial. However, heart-rate in the
CONTROL trial decreased over the course of the simulation (0–150 min) by 2±11 bpm in the
Active subgroup and by 5±7 bpm in the Less-Active subgroup with a moderate ES (d = 0.55
Effects of a hot operating theatre on physiological parameters and performance during burn surgery
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[-0.45, 1.49) found at the 45 min mark (higher heart-rate in the Active subgroup). During the
HOT trial, there was an interaction effect between subgroups (p<0.05). In addition, heart-rate
increased over the course of the simulation by 14±10 bpm in the Active subgroup (d = 1.27
[0.20, 2.21]) and by 4±9 bpm in the Less-Active subgroup, with heart-rate being higher in the
Active subgroup at 75, 90, 105 and 150 min (d = 0.55 [-0.44, 1.49] to 0.8 [-0.23, 1.74).
As noted in the Methods section, the above analysis was performed due to the fact that
some staff roles/duties resulted in higher levels of activity than others (i.e., surgeons who stood
and were active throughout surgery compared to anaesthetists who were mostly seated), and
that this was expected to result in higher Tc and heart-rate values. Results found here support
the use of employing Active and Less-Active subgroups in this study. This approach should be
considered in respect to future studies that assess the impact of ambient temperature on physi-
cal performance in staff.
Manual dexterity performance
There were no significant interaction effects (p>0.05) between trials for either subgroup for
manual dexterity performance for either the dominant or non-dominant hand. In respect to
the dominant hand, scores for the pegboard test improved over the course of the simulation in
the Active subgroup during both the HOT and CONTROL trials (d = 0.85 [-0.15, 1.77] and
d = 0.53 [-0.44, 1.44], respectively), and in the HOT trial only for the Less-Active subgroup
(d = 0.71 [-0.33, 1.68]; Table 1). Interestingly, scores for the Active subgroup were lower during
the HOT compared to the CONTROL trial at the 30 min mark (d = -0.54 [-1.45, 0.43]). In
respect to the non-dominant hand, scores also improved over time in both subgroups during
both the HOT and CONTROL trials (d = 0.52 [-0.51, 1.48] to 1.27 [0.21, 2.22]; Table 1). How-
ever, during the simulation, scores for the non-dominant hand were lower in the HOT com-
pared to the CONTROL trial for the Active subgroup at 90 min (d = -0.54 [-1.45, 0.42]) and at
the 30 and 90 min mark (d = -0.74 [-1.71, 0.31] and d = -0.5 [-1.47, 0.52] respectively) for the
Table 1. Mean ± SD Purdue pegboard scores for the dominant and non-dominant hand at each 30-minute interval during the simulation for the Active (n = 9) and
the Less-Active (n = 8) subgroups in the CONTROL and HOT trials. Unit = number of pins inserted in holes on the pegboard in 30 s.
DOMINANT HAND
0 min 30 min 60 min 90 min 120 min 150 min
Active groupa
CONTROL (pins) 17 ± 2 17 ± 2 17 ± 2 18 ± 2 17 ± 2 18 ± 2b
HOT (pins) 16 ± 2 16 ± 2c 17 ± 2 18 ± 2 18 ± 2 18 ± 2b
Less-Active group
CONTROL (pins) 16 ± 2 17 ± 1 17 ± 1 17 ± 1 17 ± 1 17 ± 2
HOT (pins) 16 ± 1 17 ± 1 17 ± 1 17 ± 2 17 ± 1 17 ± 1b
NON-DOMINANT HAND
Active groupa
CONTROL (pins) 15 ± 2 16 ± 2 17 ± 2 17 ± 2 17 ± 1 17 ± 2b
HOT (pins) 15 ± 2 16 ± 2 17 ± 2 16 ± 2c 17 ± 2 17 ± 1b
Less Active group
CONTROL (pins) 15 ± 2 15 ± 1 15 ± 1 16 ± 2 15 ± 2 16 ± 2b
HOT (pins) 15 ± 1 14 ± 1c 16 ± 2c 15 ± 2c 15 ± 1 16 ± 1b
a indicates significant main effect for time (p<0.05);
b indicates moderate to large effect sizes between time points 0 min and 150 min (d = 0.52 to 1.27);
c indicates moderate effect sizes between HOT and CONTROL trials (d = -0.74 to 0.58).
https://doi.org/10.1371/journal.pone.0222923.t001
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Less-Active subgroup. Conversely, scores for the Less-Active subgroup were higher in the
HOT compared to the CONTROL trial at the 60 min mark (d = 0.58 [-0.45, 1.55]).
Psychological variables
While no significant interaction effect (p>0.05) was found for thermal sensation for the Active
subgroup during the HOT compared to the CONTROL trials, moderate to large ES demon-
strated that thermal sensation increased in this subgroup over the course of the simulation
during both the HOT (d = 0.63 [-0.35, 1.54]) and CONTROL trials (d = 1.69 [0.55, 2.68]). Fur-
ther, in respect to the Active subgroup, there was a significant main effect for trial (p<0.05)
with participants reporting higher scores, ranging from 5.5 (warm-hot) to 6.0 (hot), during the
HOT trial compared to lower scores; 3.0 (cool) to 4.5 (comfortable-warm) in the CONTROL
trial, with this supported by large ES for every time point assessed (d = 1.56 [0.44, 2.53] to 3.54
[1.93, 4.80]). No significant interaction effect was found for thermal sensation in the Less-
Active subgroup (p>0.05) between trials. However, there was a significant main effect for trial
(p<0.05), with scores being higher overall for the HOT trial, ranging from 6.0 (hot) to 6.5
(hot-very hot) over time compared to scores of 4.5 (comfortable-warm) for every time point
assessed, apart for the 60 min mark (5.0 = warm) in the CONTROL trial. The higher scores in
the HOT compared to the CONTROL trial (Less-Active subgroup) were also supported by
large ES for every time point assessed (d = 1.47 [0.30, 2.48] to 2.48 [1.07, 3.62]). Further, ther-
mal sensation increased over time in the Less-Active subgroup during the HOT trial only
(d = 0.55 [-0.47, 1.52]).
While there was no significant interaction effect between trials (p>0.05) for alertness
scores, these scores increased over time in the Active subgroup during the CONTROL trial
only, with this supported by a large ES (d = 0.83 [-0.17, 1.75]). Notably, scores for this sub-
group were higher overall in the HOT compared to the CONTROL trial (main effect for trial
approaching significance; p = 0.06), with moderate to large ES found between trials at baseline,
60, 90 and 120 min (d = 0.83 [-0.17, 1.75] to 1.81 [0.64, 2.81]). Specifically, scores ranged from
5 (responsive but not fully alert, awake, but relaxed) to 6 (able to concentrate, functioning at
high levels, but not at peak) in the CONTROL trial compared to 6 (defined above) to 7 (wide
awake, vital, alert, or feeling active) in the HOT trial. In respect to the Less-Active subgroup,
there was no significant interaction effect (p>0.05), however scores for alertness increased
over time in the CONTROL trial only (d = 0.95 [-0.13, 1.93]). Scores ranged from 5 to 6 in
both trials and were the same for both trials at each time point, apart for the 150 min mark
where scores were lower during the HOT trial (i.e. 5) compared to the CONROL trial (i.e. 6)
(d = -1.17 [-2.16, -0.05]).
Physiological variables
While there was no significant interaction effect (p>0.05) for Tc in the Active subgroup, Tc
increased over time during the HOT and CONTROL trials (main effect for time: p<0.05; and
d = 1.33 [0.26, 2.28] and d = 0.72 [-0.27, 1.64] respectively; Table 2). Notably, there was also a
significant main effect for trial in the Active subgroup (p<0.05), with Tc being overall higher
in the HOT compared to the CONTROL trial, with this also supported by moderate to large
ES found at all time points from the 15–150 min mark (d = 0.57 [-0.40, 1.49] to 1.27 [0.20,
2.21]). In respect to the Less-Active subgroup, Tc increased over time (main effect for time:
p<0.05), with a large ES found between baseline and the 150 min mark in the HOT trial only
(d = 1.10 [0.00, 2.08]; Table 2). Further, there was a significant interaction effect (p<0.05) in
this subgroup, with Tc being significantly higher in the HOT compared to the CONTROL trial
from 90–150 min marks (p<0.05; d = 0.7 [-0.34, 1.67] to 1.07 [-0.03, 2.05] for 90 to 150 min).
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In respect to heart-rate, there was a significant main effect for time and trial and a signifi-
cant interaction effect (p<0.05, Table 3) between the HOT and CONTROL trials for the Active
subgroup. Results showed that HR increased over time in the HOT trial only (d = 1.27 [0.20,
2.21]), with HR being significantly higher (p<0.05) in the HOT compared to the CONTROL
trial at each time point from the 60 min to 150 min mark, with this also supported by large ES
for all time points between 45 and 150 min (d = 0.88 [-0.13, 1.80] to 1.38 [0.30, 2.34]). In
respect to the Less-Active subgroup, there was a significant main effect for time and a signifi-
cant interaction effect (p<0.05), with heart-rate being significantly higher in the HOT com-
pared to the CONTROL trial at the 60, 120 and 135 min marks (p<0.05), with moderate to
Table 2. Mean±SD core temperature values between the CONTROL and HOT trials at each 15-minute interval during the simulation for the Active subgroup
(n = 9) and the Less Active subgroup (n = 8).
Core Temperature (˚C)
0 min 15 min 30 min 45 min 60 min 75 min 90 min 105 min 120 min 135 min 150 min
ACTIVE
SUBGROUP
37.22±0.40 37.25±0.37 37.33±0.34 37.34±0.33 37.39±0.31 37.45±0.29 37.42±0.31 37.50±0.23 37.48±0.26 37.51±0.24 37.46±0.25
CONTROLe
HOTa,b,e 37.39±0.31 37.42±0.20f 37.58±0.23f 37.70±0.25f 37.75±0.21f 37.75±0.21f 37.80±0.23f 37.77±0.27f 37.78±0.24f 37.75±0.25f 37.76±0.24f
LESS ACTIVE
SUBGROUP
CONTROL 37.29±0.35 37.29±0.44 37.29±0.46 37.29±0.51 37.36±0.52 37.38±0.44 37.38±0.43 37.33±0.41 37.26±0.43 37.25±0.37 37.25±0.32
HOTa,c,e 37.28±0.38 37.28±0.41 37.34±0.36 37.41±0.32 37.50±0.28 37.53±0.29 37.58±0.31d 37.60±0.32d,f 37.59±0.30d,f 37.57±0.29d,f 37.61±0.31d,f
a indicates a significant main effect for time (P<0.05);
b indicates a significant main effect for trial (p<0.05);
c indicates a significant interaction effect (p<0.05);
d indicates time points at which significant differences between trials were found (p<0.05);
e indicates moderate to large effect size between time points 0 min and 150 min (d = 0.72 to 1.33);
f indicates moderate to large effect size between HOT and CONTROL trials (d = 0.57 to 1.27).
https://doi.org/10.1371/journal.pone.0222923.t002
Table 3. Mean±SD heart-rate values between the CONTROL and HOT trials at each 15-minute interval during the simulation for the Active subgroup (n = 9) and
the Less Active subgroup (n = 8).
Heart Rate (bpm)
0 min 15 min 30 min 45 min 60 min 75 min 90 min 105 min 120 min 135 min 150 min
ACTIVE
SUBGROUP
CONTROL 81±13 83±13 93±19 88±7 83±11 83±12 84±14 78±13 79±10 79±9 79±11
HOTa,b,c,e 80±9 84±12 97±20 96±11f 97±15d,f 98±16d,f 97±16d,f 95±15d,f 96±17d,f 94±12d,f 94±13d,f
LESS ACTIVE
SUBGROUP
CONTROL 83±20 85±20 89±19 80±20 77±17 78±16 77±17 76±16 74±13 74±12 78±16
HOTa,c 82±17 84±21 92±21 90±22 89±18d,f 86±19 83±19 85±18f 88±16d,f 87±20d,f 86±16f
a indicates a significant main effect for time (P<0.05);
b indicates a significant main effect for trial (p<0.05);
c indicates a significant interaction effect (p<0.05);
d indicates time points at which significant differences between trials were found (p<0.05);
e indicates moderate to large effect size between time points 0 min and 150 min (d = 1.27);
f indicates moderate to large effect size between HOT and CONTROL trials (d = 0.51 to 1.38).
https://doi.org/10.1371/journal.pone.0222923.t003
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large ES also found at the 60 min mark and from the 105–150 min mark (d = 0.51 [-0.52, 1.47]
to 0.96 [-0.12, 1.94]; Table 3).
Hydration status was also measured prior to the start of each simulated surgery. Results for
USG did not differ between the HOT and CONTROL trials for either subgroup (average score
for HOT-Active = 1.010±0.005, CONTROL-Active = 1.015±0.007, HOT-Less-Active =
1.015±0.007 and CONTROL-Less-Active = 1.010±0.007; p>0.05). Notably, USG results for
the Active subgroup prior to the CONTROL trial demonstrated that two individuals were well
hydrated; six were mildly dehydrated, while one was significantly dehydrated [30]. Prior to the
HOT trial (Active subgroup), two participants were well hydrated and seven were mildly dehy-
drated [30]. Furthermore, prior to the CONTROL trial for the Less-Active subgroup, three
participants were well hydrated and five were mildly dehydrated, whereas prior to the HOT
trial, two were well hydrated, five were mildly dehydrated while one was moderately dehy-
drated [30].
Finally, pre and post-trial nude body-mass indicated that sweat loss was significantly greater
during the HOT trials (Active = 0.6±0.3 kg, ~0.9% loss overall, Less-Active = 0.8±0.4 kg,
~1.0% loss overall) compared to the CONTROL trials (Active = 0.2±0.2 kg, ~0.3% loss overall,
Less-Active = 0.2±0.2 kg, ~0.2% loss overall) for both subgroups (p< 0.05).
Discussion
This study aimed to assess the effects of a hot ambient OR on manual dexterity, psychological
and physiological parameters in surgical staff (allocated to either an Active or Less-Active sub-
group) during a simulated burn surgery, compared to normothermic ambient conditions.
While not statistically significant, results for manual dexterity performance were found to be
slightly impaired in the HOT compared to the CONTROL trial at various time points in both
subgroups, as supported by Cohen’s d ES. Additionally, thermal sensation scores were overall
significantly higher in the HOT compared to the CONTROL trial for both subgroups, while
alertness scores were higher in the HOT compared to the CONTROL trial for the Active
group only (moderate to large ES). Core temperature and heart-rate values were also signifi-
cantly higher in HOT compared to CONTROL at various time points or overall in both sub-
groups, while sweat loss was significantly greater in the HOT trial for both subgroups
compared to CONTROL. These results provide some support for our hypothesis.
Manual dexterity improved over the course of the simulation in both hands and in both
subgroups and trials with the exception of the CONTROL trial (Less-Active subgroup, domi-
nant hand). This overall improvement may have been related to the beneficial effects of a pas-
sive/active warm-up (due to exposure to heat and/or physical activity) as reflected by Tc values
that slowly increased over the course of the simulation (ranging from: 37.22–37.76˚C) in all tri-
als except for the CONTROL trial (Less Active subgroup), where Tc values actually decreased
over time. Temperature related benefits of a passive or active warm-up on subsequent exercise
have been attributed to various mechanisms such as decreased stiffness of muscle fibres during
contraction [36] reduced muscle and joint viscous resistance [37], greater release of oxygen
from haemoglobin and myoglobin [38], the speeding of oxygen kinetics [39], and increased
neural conduction rates [40].
Results in the current study are similar to that by Maroni et al. [41], who reported improved
pegboard performance over the course of a 30 min exercise trial performed in the heat (35
±1.2˚C, 52.5±7.4% RH); however no comparisons were made by these researchers to pegboard
performance undertaken in normothermic conditions. Notably, Noguchi et al. [42] reported
improved manual dexterity performance using the Purdue Pegboard test over the course of
five consecutive trials as being due to a practice effect. This explanation is unlikely to apply to
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this current study due to performance not improving in the CONTROL trial (Less-Active sub-
group), unless a practice effect only occurs in conjunction with an increase in Tc (as seen in all
other trials/subgroups where Tc increased and performance improved).
Results from this study also indicated a tendency for impaired manual dexterity perfor-
mance in the HOT compared to the CONTROL trial in both subgroups at a number of time-
points during the simulation. This result is unlikely due to the significantly higher Tc values
recorded during the HOT compared to CONTROL trials for both subgroups, as these values
did not reach hyperthermic levels (�38˚C), which has been reported to impair exercise perfor-
mance [10]. Participants did however feel hotter (significantly higher thermal sensation scores)
in the HOT compared to the CONTROL trials, with thermal discomfort previously found to
have an adverse effect on the efficiency and quality of work [43].
Another explanation for results found in the current study may relate to the 13/17 partici-
pants (76%) found to be mildly-moderately dehydrated prior to commencing the HOT trials,
with subsequent sweat loss over the course of the simulation being significantly higher in the
HOT compared to the CONTROL trials. Higher sweat loss in participants in the HOT trial
was most likely due to the combination of the hot ambient conditions and the wearing of
clothing that restricted cooling. Importantly, Below et al. [44] reported that a 2% loss in body-
mass due to sweat loss in previously hydrated participants resulted in a 6.5% impairment in
subsequent exercise (cycling) performance. Of relevance, participants in the HOT trials here
lost ~0.9% body-mass (Active) and ~1.0% body-mass (Less-Active) during the simulation,
with total body-mass loss from each participants’ original hydrated state being incalculable
due to most participants commencing the trials in an already dehydrated state. A deteriorating
hydration status found here, combined with significantly higher thermal sensation values
(likely due to sweat loss) recorded during the HOT surgery simulations may together have
played a role in the slight impairment found for manual dexterity performance observed dur-
ing these trials compared to CONTROL.
Nonetheless, the question arises of why manual dexterity was only impaired at some but
not all time points during the simulation. A possible explanation for this may relate to the
work task performed immediately prior to each individual pegboard test. Specifically, if the
work task was more taxing/stressful than previous tasks, then this either alone or combined
with a significantly higher thermal sensation and dehydration may have negatively impacted
subsequent manual dexterity performance. Some support for this premise is provided by Van
Cutsem et al. [45], who reported that performing a reaction time test in the heat (30˚C, 30%
RH), as opposed to watching a documentary (a less stressful task) in the same ambient condi-
tions, resulted in higher fatigue scores. Importantly, fatigue has been found to decrease task
motivation, result in longer reaction time responses and poor judgement, impair concentra-
tion and can be associated with memory problems [46]. Further studies are needed to explore
this premise.
In respect to alertness, scores were overall significantly higher/improved in the HOT com-
pared to the CONTROL trial for the Active subgroup with no differences found between trials
for the Less-Active subgroup. These improved scores were most likely related to the higher Tc
values recorded for this trial/subgroup compared to CONTROL (p<0.05 main effect for trial),
which most likely resulted in a warm-up effect. These results are supported by studies that
reported improved alertness associated with increases in Tc that occurred as a result of changes
in circadian rhythm [47–48]. Furthermore, while some studies have reported impaired alert-
ness associated with hot environmental conditions [22–23], it would appear that the average
peak Tc values recorded here during the HOT trials were not high enough to impair alertness.
Notably, the higher alertness scores recorded in the HOT Active subgroup did not result in
improved manual dexterity performance in these participants.
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Heart-rate was also assessed in this study with results finding higher values (bpm) in the
HOT compared to the CONTROL trial in both subgroups at most time points assessed. This
outcome is most likely associated with the higher Tc values and significantly greater sweat loss
found in the HOT trials, which together would have resulted in a higher heart-rate in order to
maintain cardiac output due to reduced stroke volume [49]. Furthermore, as previously noted,
thermal sensation was significantly higher in the HOT compared to the CONTROL trial in
both subgroups. Of importance to surgical staff is that levels of frustration [24], as well as per-
ceptions of distraction [25] have been reported to be greater in participants who felt hotter
while performing surgical procedures as a result of a heated OR.
There are a number of limitations to this study. These include: the allocation of participants
to an Active or Less-Active subgroup based on their surgery duties and subsequent observa-
tions rather than the use of tracking devices; the uneven and small size of the cohorts in these
two subgroups; the use of a simulation (which might generate significantly less performance
pressure than a real life operation); the grouping of male and female staff data; individual per-
formance factor variability between trials; and the duration of the simulation being limited to
150 min. Furthermore, the inclusion of complex and simple cognitive testing and the assess-
ment of surgeon performance represent areas that would be beneficial to include in later
studies.
Conclusion
Whilst working in a hot OR, staff felt hotter and experienced a significant loss in body-mass
through sweat loss. Together this may have contributed to a slight impairment in manual dex-
terity, despite an improvement in alertness. It is possible that more significant differences may
have been found between variables if a real life surgery that lasted longer than 150 min was
employed. Results found here in respect to hydration/sweat loss suggest that staff working in a
hot ambient surgery should attempt to be hydrated prior to surgery and should consider their
fluid intake during surgery. Further studies are needed that focus on cooling and hydration of
surgery staff during burn surgeries. As surgical staff represent the endurance athletes of the
medical world it is important that their health status be optimal during surgeries.
Supporting information
S1 File. Manual dexterity, psychological and physiological raw data for Active versus Less
Active and Hot versus CONTROL trials.
(DOCX)
Acknowledgments
The authors thank the administration and staff at Fiona Stanley Hospital for their assistance
with data collection.
Author Contributions
Conceptualization: Zehra Palejwala, Karen Wallman, MK Ward, Sharon Parker, Fiona
Wood.
Data curation: Zehra Palejwala, Karen Wallman, MK Ward, Cheryl Yam, Tessa Maroni.
Investigation: Zehra Palejwala, Karen Wallman, Tessa Maroni, Sharon Parker, Fiona Wood.
Methodology: Karen Wallman, MK Ward, Fiona Wood.
Effects of a hot operating theatre on physiological parameters and performance during burn surgery
PLOS ONE | https://doi.org/10.1371/journal.pone.0222923 October 16, 2019 12 / 15
Project administration: Karen Wallman, MK Ward, Fiona Wood.
Resources: Fiona Wood.
Supervision: Karen Wallman, Fiona Wood.
Writing – original draft: Zehra Palejwala.
Writing – review & editing: Zehra Palejwala, Karen Wallman, MK Ward, Cheryl Yam, Tessa
Maroni, Sharon Parker, Fiona Wood.
References
1. Nowak T. Burn pathophysiology. Perioperative Nurs Clin. 2012; 7(1):9–17.
2. Rizzo JA, Rowan MP, Driscoll IR, Chan RK, Chung KK. Perioperative temperature management during
burn care. J Burn Care Res. 2017; 38(1):e277–e283. https://doi.org/10.1097/BCR.0000000000000371
PMID: 27294857
3. John M, Crook D, Dasari K, Eljelani F, El-Haboby A, Harper C. Comparison of resistive heating and
forced air warming to prevent inadvertent perioperative hypothermia. Brit J Anaesth. 2016; 116(2):249–
254. https://doi.org/10.1093/bja/aev412 PMID: 26787794
4. Dı´az M, Becker D. Thermoregulation: physiological and clinical considerations during sedation and gen-
eral anesthesia. Anesth Progress. 2010; 57(1):25–33. https://doi.org/10.2344/0003-3006-57.1.25
PMID: 20331336
5. Sohn VY, Steele SR. Temperature control and the role of supplemental oxygen. Clin Colon Rect Surg.
2009; 22(1):021–027. https://doi.org/10.1055/s-0029-1202882 PMID: 20119552
6. Corallo JP, King B, Pizano LR, Namias N, Schulman CI. Core warming of a burn patient during excision
to prevent hypothermia. Burns. 2008; 34(3):418–420. https://doi.org/10.1016/j.burns.2007.08.012
PMID: 18082961
7. Moran DS, Mendal L. Core temperature measurement: methods and current insights. Sports Med.
2002; 32(14):879–885. https://doi.org/10.2165/00007256-200232140-00001 PMID: 12427049
8. Yaicharoen P, Wallman K, Morton A, Bishop D. The effect of warm-up on intermittent sprint perfor-
mance and selected thermoregulatory parameters. J Sci Med Sport. 2012; 15(5):451–456. https://doi.
org/10.1016/j.jsams.2012.02.003 PMID: 22503126
9. Faulds M, Meekings T. Temperature management in critically ill patients. Continuing Education in
Anaesthesia, Critical Care & Pain. 2013; 13(3):75–79.
10. Gregson W, Drust B, Batterham A, Cable N. The effects of pre-warming on the metabolic and thermo-
regulatory responses to prolonged submaximal exercise in moderate ambient temperatures. Eur J Appl
Physiol. 2002; 86(6):526–533. https://doi.org/10.1007/s00421-002-0580-x PMID: 11944101
11. Casa DJ. Exercise in the heat. I. Fundamentals of thermal physiology, performance implications, and
dehydration. J Athl Training. 1999; 34(3):246–252.
12. Morrison S, Sleivert G, Cheung S. Passive hyperthermia reduces voluntary activation and isometric
force production. Eur J Appl Physiol. 2004; 91(5):729–736.
13. Gonzalez-Alonso J, Teller C, Andersen S, Jensen F, Hyldig T, Nielsen B. Influence of body temperature
on the development of fatigue during prolonged exercise in the heat. J Appl Physiol. 1999; 86(3):1032–
1039. https://doi.org/10.1152/jappl.1999.86.3.1032 PMID: 10066720
14. Davis J, Bake L, Barnes K, Ungaro C, Stofan J. Thermoregulation, fluid balance, and sweat losses in
American football players. Sports Med. 2016; 46(10):1391–1405. https://doi.org/10.1007/s40279-016-
0527-8 PMID: 27071988
15. Barley OR, Iredale F, Chapman DW, Hopper A, Abbiss C. Repeat effort performance is reduced 24
hours after acute dehydration in mixed martial arts athletes. J Strength Cond Res. 2018; 32(9):2555–
61. https://doi.org/10.1519/JSC.0000000000002249 PMID: 28930879
16. Gopinathan PM, Pichan G, Sharma VM. Role of dehydration in heat stress-induced variations in mental
performance. Arch Environ Occup H. 1988; 43(1):15–17.
17. Sharma V, Sridharan K, Pichan G, Panwar M. Influence of heat stress induced dehydration on mental
functions. Ergonomics. 1986; 29(6):791–799. https://doi.org/10.1080/00140138608968315 PMID:
3743537
18. McHugh SM, Hill ADK, Humphreys H. Laminar airflow and the prevention of surgical site infection. More
harm than good? The Surgeon. 2015; 13(1):52–58. https://doi.org/10.1016/j.surge.2014.10.003 PMID:
25453272
Effects of a hot operating theatre on physiological parameters and performance during burn surgery
PLOS ONE | https://doi.org/10.1371/journal.pone.0222923 October 16, 2019 13 / 15
19. Cramer MN, Jay O. Biophysical aspects of human thermoregulation during heat stress. Auton Neu-
rosci-Basic. 2016; 196:3–13.
20. Agha RA, Fowler AJ, Sevdalis N. The role of non-technical skills in surgery. Ann Med Surg. 2015;
4(4):422–427.
21. Wright K, Hull J, Czeisler C. Relationship between alertness, performance and body temperature in
humans. Am J Physiol-Reg I. 2002; 283(6):R1370–R1377.
22. Mackie RR, Wylie CD. Countermeasures to loss of alertness in motor vehicle drivers: A taxonomy and
evaluation. Proc Hum Fact Soc An. 1991; 35(15):1149–1153.
23. Sharma VM, Pichan G, Panwar MR. Differential effects of hot-humid and hot-dry environments on men-
tal functions. Int Arch Occ Env Hea. 1983; 52(4):315–327.
24. Hakim M, Walia H, Dellinger HL, Balaban O, Saadat H, Kirschner RE, et al. The effect of operating
room temperature on the performance of clinical and cognitive tasks. Pediatric quality & safety. 2018;
3(2):e069.
25. Berg RJ, Inaba K, Sullivan M, Okoye O, Minneti M, Teixeira G,et al. The impact of heat stress on perfor-
mance and cognitive function during simulated laparoscopic surgical tasks. J Am Coll Surgeons. 2012;
215(3):S118.
26. Lim J, Liew S, Chan H, Jackson T, Burrows S, Edgar DW, et al. Is the length of time in acute burn sur-
gery associated with poorer outcomes? Burns. 2014; 40(2):235–240. https://doi.org/10.1016/j.burns.
2013.06.005 PMID: 23876784
27. Mostardi R, Kubica R, Veicsteinas A, Margaria R. The effect of increased body temperature due to
exercise on the heart rate and on the maximal aerobic power. Eur J Appl Physiol O. 1974; 33(3):237–
245.
28. Australian Government Bureau of Meteorology. http://www.bom.gov.au/climate/current/annual/wa/
perth.shtml
29. Nagashima K. Thermoregulation and menstrual cycle. Temperature. 2015; 2(3):320–321.
30. Kavouras SA. Assessing hydration status. Curr Opin Clin Nutr. 2002; 5 (5):519–524.
31. Tiffin J, Asher EJ. The purdue pegboard: norms and studies of reliability and validity. J Appl Psychol.
1948; 32 (3):234. https://doi.org/10.1037/h0061266 PMID: 18867059
32. Young AJ, Sawka MN, Epstein Y, Decristofano D, Pandolf KB. Cooling different body surfaces during
upper and lower body exercise. J Appl Physiol. 1987; 63(3): 1218–1223. https://doi.org/10.1152/jappl.
1987.63.3.1218 PMID: 3654466
33. Hoddes E, Zarcone V, Smythe H, Phillips R, Dement W. Quantification of sleepiness: A new approach.
Psychophysiology. 1973; https://doi.org/10.1111/j.1469-8986.1973.tb00801.x PMID: 4719486
34. Cohen J. Statistical power analysis for the behavioural sciences, 2nd ed.: Hillsdale NJ: Lawrence Erl-
baum Associates Inc; 1988.
35. Faundes A, Segal SJ, Adejuwon CA, Brache V, Leon P, Alvarez-Sanchez F. The menstrual cycle in
women using an intrauterine device. Fertil Steril. 1980; 34(5):427–430. https://doi.org/10.1016/s0015-
0282(16)45131-9 PMID: 7439408
36. Bishop D. Warm up I—Potential mechanisms and the effects of passive warm up on exercise perfor-
mance. Sports Med. 2003; 33(6):439–454. https://doi.org/10.2165/00007256-200333060-00005
PMID: 12744717
37. Asmussen E, Bøje O. Body temperature and capacity for work. Acta Physiol Scand. 1945; 10(1):1–22.
38. Barcroft J, King WOR.The effect of temperature on the dissociation curve of blood. J Physiol. 1909;
39(5):374–384. https://doi.org/10.1113/jphysiol.1909.sp001345 PMID: 16992990
39. Koga S, Shiojiri T, Kondo N, Barstow TJ. Effect of increased muscle temperature on oxygen uptake
kinetics during exercise. J Appl Physiol. 1997; 83(4):1333–1338. https://doi.org/10.1152/jappl.1997.83.
4.1333 PMID: 9338444
40. Karvonen J. Importance of warm-up and cool down on exercise performance. Med Sport Sci. 1992;
35(1):189–214.
41. Maroni T, Dawson B, Dennis M, Naylor L, Brade C, Wallman K. Effects of half-time cooling using a cool-
ing glove and jacket on manual dexterity and repeated-sprint performance in heat. J Sport Sci Med.
2018; 17(3):485–491.
42. Noguchi T, Demura S, Nagasawa Y, Uchiyama M. An examination of practice and laterality effects on
the purdue pegboard and moving beans with tweezers. Percept Motor Skill. 2006; 102(1):265–274.
43. Zwolińska M, Bogdan A. Thermal sensations of surgeons during work in surgical gowns. Int J Occup
Saf Ergo. 2013; 19(3):443–453.
Effects of a hot operating theatre on physiological parameters and performance during burn surgery
PLOS ONE | https://doi.org/10.1371/journal.pone.0222923 October 16, 2019 14 / 15
44. Below PR, Mora-Rodrı´guez R, Gonza´lez-Alonso J, Coyle EF. Fluid and carbohydrate ingestion inde-
pendently improve performance during 1 h of intense exercise. Med Sci Sport Exer. 1995; 27(2):200–
210.
45. Van Cutsem J, Marcora S, De Pauw K, Bailey S, Meeusen R, Roelands B. The effects of mental fatigue
on physical performance: A systematic review. Sports Med. 2017; 47(8):1569–1588. https://doi.org/10.
1007/s40279-016-0672-0 PMID: 28044281
46. Sadeghniiat-Haghighi K, Yazdi Z. Fatigue management in the workplace. Ind Psychiatry J. 2015;
24(1):12–17. https://doi.org/10.4103/0972-6748.160915 PMID: 26257477
47. Refinetti R, Menaker M. The circadian rhythm of body temperature. Physiol Behav. 1992; 51(3):613–
637. https://doi.org/10.1016/0031-9384(92)90188-8 PMID: 1523238
48. Wright KP, Hull JT, Czeisler CA. Relationship between alertness, performance, and body temperature
in humans. Am J Physiol-Reg I. 2002; 283(6):R1370–R1377.
49. Gonza´lez-Alonso J, Mora-Rodrı´guez R, Coyle EF. Stroke volume during exercise: Interaction of envi-
ronment and hydration. Am J Physiol-Heart C. 2000; 278(2):H321–H330.
Effects of a hot operating theatre on physiological parameters and performance during burn surgery
PLOS ONE | https://doi.org/10.1371/journal.pone.0222923 October 16, 2019 15 / 15
